Follow up of hypertension by family practitioners

Select sample and absolute risk of cardiovascular disease
Editor-Properly conducted trials must inform those who produce guidelines on managing clinical conditions. Birtwhistle et al have contributed to this knowledge base for hypertension in family practice, but I am concerned about the generalisability of their trial. 1 In choosing patients with "controlled" blood pressure they have selected from a pool of 13% (their figures) of hypertensive Canadians.
Another problem is that hypertension is only one of several risk factors for cardiovascular disease. Frequency of visits is likely to be delineated by the presence of other cardiovascular risk factors and comorbidity and the need for their management. Frequency of review advice should therefore be based on absolute cardiovascular risk rather than the level of a single risk factor. 
Technique should be taught at school
Editor-In a randomised equivalence trial over three years Birtwhistle et al tried to minimise care for essential hypertension if possible. 1 Was it satisfactory to monitor blood pressures every six months rather than every three months?
The incomprehensible outcomes were three. The first was where blood pressure was measured, in doctors' premises or patients' homes by nurses. The second considered patients' satisfaction. There is no criterion by which ordinary patients are in any position to know if they ought to be satisfied. The third was adherence to treatment, which is crucially fundamental to any outcome. Twenty per cent of the time patients may not take their pills (and presumably do not need them) but are considered properly treated.
If essential hypertension causes stroke or coronary thrombosis then care is all there is on offer. Death in this group of 600 might be quite rare over three years. We are told that 67 dropped out over three years but not how many died. Of each group, 296 are not enough to base the whole care of the middle aged on, and neither are three years. This "work" and its outcome are contrary to the axiomatic and the real test is whether any doctor would leave himself or herself unmonitored for six months.
Blood pressure is negligently controlled by minimum, rather than maximum, assessments of the observation. Patients need their own lifelong oversight on blood pressure readings. They may well look after it better than any doctor. The technique should be taught at school. 
David Barnes retired general practitioner
Authors' reply
Editor-The subjects of the study had hypertension in control at entry. We don't think this affects the generalisability of the study in relation to patients with known hypertension who attend their doctor, since hypertension in about 20% of these patients was out of control at some time during the study. The study is not generalisable to all people with hypertension. We agree with Nelson that a patient's cardiovascular risk should be viewed in total. Sometimes patients need to be seen more often because of other risk factors such as SATURN STILLS/SPL Letters diabetes. The reality is that doctors see patients for "a blood pressure check," and we showed that doing this every six months is equivalent to every three months. What else is discussed at the visit is being presented in another paper.
Barnes notes that our outcomes are not the ones he would have chosen. We agree that outcomes such as stroke and death are the ultimate measures of success, but for this type of study large numbers of patients would need to be followed up over many years. The outcomes we used provide some approximation to these definitive outcomes. Given our results, we think that visiting the doctor every six months is satisfactory for the types of patients we studied.
Blood pressure measurement is a different matter, and having patients take control and measure their own blood pressure between visits may be desirable. 
Biopsy specimens should be legally defined as donations
Editor-Most people can understand that distress could be caused by retention of a whole organ, especially, for example, the heart, which has a strong emotional symbolism. 1 However, I am curious why any rational person who is not driven by media sensationalism, political activism, or compensation would have a very strong desire to have their biopsy specimen returned in the future, especially if this entailed removing the cover slip off a slide and scraping the particulate contents into an envelope.
Although we need to consider the needs of the individual, if we let this drive legislation and planning, society should be aware that medical research as well as the routine histopathology service could suffer. A sensible balance must be struck between the needs of the individual and the needs of those who work with human tissue, bearing in mind that most of this work is in the favour of patients and therefore the individual. The Human Tissue Bill's stance on DNA analysis is little more than criminalisation of highly pertinent honest medical research which is performed with the ultimate aim of beneficence.
To prevent an unfavourable outcome, ultimately for all members of society, careful consideration of diverse issues surrounding human tissue is needed. One solution would be to make the legal definition of a biopsy synonymous with a donation to the NHS or institution concerned. Providing that there is valid consent and the patient's details remain strictly confidential this could solve many of the current problems. It is routine practice, at least in laparoscopic cholecystectomy, to seek patients' consent for conversion to an open procedure. This is recognised as prudent if persisting with the laparoscopic approach would add risk. To classify a strategy that encourages caution as a major complication therefore runs the risk of dissuading surgeons from converting appropriately and in a timely manner. In addition, it may open the way for complaints and litigation should a laparotomy be required.
Paul K Wright clinical fellow in breast surgery
It is widely accepted in laparoscopic gastrointestinal surgery that, although conversion rates should be kept as low as possible and audited appropriately, conversion to an open procedure in itself is not a major complication. The particular problem encountered may arise from the disease process or from an iatrogenic injury. The cause of conversion, not the conversion itself, may be the major complication.
I note that none of the authors are gastrointestinal surgeons, and I believe that they were badly advised during their trial discussions. 
Degree of pain cannot be commented on
Editor-The paper by Garry et al promised to be one of the first randomised clinical trials of laparoscopic, abdominal, and vaginal hysterectomy. 1 However, the authors did not draw the correct conclusions because of their poor study design.
The patients were randomised to either the abdominal or the vaginal trial at the start. Both groups underwent hysterectomy under general anaesthesia. Garry et al did not mention which anaesthetic agents were used or whether every patient had had the same anaesthetic, although different anaesthetics have different analgesic properties. They also did not record the names of the postoperative parenteral analgesics given, although they can notably affect postoperative pain scores.
Garry et al did not say how the patients were told to record their pain scores. They simply comment on perceived pain but do not say how often scores were taken, whether this was the maximum pain experienced, or whether this was the pain after defecation. Therefore the conclusions drawn were inaccurate if not misleading. 
Laparoscopic hysterectomy may yet have a bright future
Editor-Garry et al showed that laparoscopic hysterectomy was associated with a higher rate of major complications than was abdominal hysterectomy. 1 Can two techniques be compared, however, when one has been used for 100 years and the other for only a few months?
We found that in a group of surgeons performing laparoscopic surgery for more than 10 years the learning curve for laparoscopic hysterectomy is much greater than 25 cases, particularly when studying infrequent major complications. 2 3 Comparing patients operated on between 1989 and 1995 with those operated on between 1996 and 1999, we found that the incidence of conversion to laparotomy decreased from 4.7% (33 cases out of 695) to 1.4% (13 cases out of 952), the incidence of major complications from 5.6% to 1.3%, and the operating time from 115 minutes to 90 minutes. The percentage of laparoscopic hysterectomy among non-vaginal hysterectomies, however, increased from 68% to 94.4%.
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Consequently we think that x It was too early to design such a trial x The main conclusion of the study cannot be accepted x The increased complication rate would be valid if the study was repeated today by teams who have been using laparoscopic hysterectomy for more than five years.
As this trial confirmed all the advantages of laparoscopy over laparotomy, and the complication rate decreases significantly when the learning curve has been completed, we conclude that this study is actually the first to show the bright future of laparoscopic hysterectomy. 
High rate of complications needs explanation
Editor-Garry et al conducted two parallel randomised studies to evaluate the effects of laparoscopic hysterectomy compared with abdominal and vaginal hysterectomy. 1 The major bias of their method led them to the wrong conclusion.
The primary end point was the occurrence of major complications, which was as high as 11.1% in the laparoscopic hysterectomy group. This rate is totally unacceptable and could be explained by major bias.
Firstly, 43 gynaecologists from 30 centres took part. The mean number of laparoscopic hysterectomies (n = 584) per gynaecologist was therefore 13 over four years.
Secondly, the experience of the 43 gynaecologists most certainly differed from centre to centre. The rate of complications is not analysed according to the gynaecologists' experience.
Thirdly, the learning curve greatly exceeds 25 cases. 2 In our series of 1600 laparoscopic hysterectomies, the rate of major complications was 0.6% after laparoscopic subtotal hysterectomy and 2% after laparoscopic hysterectomy. All but two of the complications occurred from 1990 to 1995 (laparoscopic subtotal hysterectomy, n = 295; laparoscopic hysterectomy, 135). 3 Later the rate of major complications was exactly the same as that observed after abdominal hysterectomy.
Four different laparoscopic surgical approaches (laparoscopic hysterectomy, laparoscopic vaginal hysterectomy, laparoscopic subtotal hysterectomy, total laparoscopic hysterectomy) were used. This constitutes a serious bias. Differences in the rate of complications, depending on technique, have been described, especially during the learning curve (table) . 3 This should be pointed out in the paper.
The conclusion reached by Garry et al is not admissible because of considerable bias. The high complication rates are probably due more to the relative inexperience of surgeons in laparoscopic hysterectomy than the technique of laparoscopic hysterectomy itself.
Authors' reply
Editor-Given the pre-eminent role of gynaecologists in developing both operative laparoscopy and randomised trials, we were astonished that we might need a gastrointestinal surgeon in our team. Many of our team were, however, intuitively empathetic with Atkinson's concern that preoperative conversion should not be considered a major complication. To exclude patients who did not receive the planned treatment would alter the complication rates and represent a post-randomisation selection bias in favour of laparoscopic hysterectomy. We therefore classified such cases as failures of the approach and thus major complications. Like Atkinson, we consider conversion to laparotomy sometimes to be prudent and the best option.
Saunders has overlooked one of the virtues of randomisation. We could not insist on a single standard anaesthetic and analgesic regimen. We could, however, ensure that in each centre the same regimen was used for both arms of each trial. As the randomisation process was rigorous, the effect of confounding variables such as the anaesthetic used should be equally distributed in each group and any effect on results essentially eliminated. We are confident in the integrity of the data showing that laparoscopic hysterectomy is associated with less pain than abdominal hysterectomy.
Canis et al and Donnez et al think that we undertook the study too early in our collective experience. However, the learning curve of Canis et al was 600 cases, and Donnez et al evaluated their results only after 1000 cases. Their definitive results represent the best in the world and are the gold standard to strive for. Our primary aim was not to collect the results of such "super surgeons" but to determine the role of laparoscopic hysterectomy in routine practice.
We asked, "Are the advantages of laparoscopic surgery so great that all gynaecologists should be encouraged to undertake this approach?" The answer seems to be no, or at least not yet. The benefits of laparoscopic hysterectomy over the abdominal approach are real but are of practical value only if they can be achieved with an acceptable complication rate. Canis et al and Donnez et al show that this can be achieved, but to match the best results may require the development of many centres of laparoscopic excellence similar to theirs. 
Ray Garry professor of gynaecology
ABC of eyes: Injury to the eye
Eye padding is not recommended for corneal abrasions
Editor-The evidence based literature does not concur with the recommendation by Khaw et al in the ABC of eyes that corneal abrasions be padded. [1] [2] [3] [4] The topical use of non-steroidal anti-inflammatory drugs is preferred. 5 Arc eye is incredibly painful, the pain often recurring at night after the patient has left the doctor's surgery. Is there evidence that the use of two 0.5 ml vials of local anaesthetic eye drops self administered at home, if necessary, is toxic to the cornea?
Little evidence recommends routine use of topical antibiotics for corneal abrasions, Competing interests: None declared.
Orbital injuries should not be considered in isolation
Editor-In their ABC of eyes Khaw et al discussed the management of orbital hard tissue injuries. 1 Orbital fractures occur in isolation but are more commonly components of zygomatic complex or midface fractures. 2 In our experience, a patient presenting with a subconjunctival haemorrhage, swollen eyelid, and loss of cheek sensation with ipsilateral nosebleed is likely to have a fracture of the zygomatic complex. An isolated orbital floor blowout fracture usually has restricted vertical eye movement as the main feature. Khaw et al's figure  (above) showing the signs of a left orbital blowout fracture lists features that are therefore more representative of zygomatic complex fractures than isolated orbital blowout fractures.
Plain radiographs are helpful in assessing orbital and zygomatic fractures. Antral fluid evident on plain radiographs after facial trauma is usually blood arising from a fracture affecting the antrum. This does not in itself indicate an orbital floor blowout fracture. Computed tomography or magnetic resonance imaging is used to assess orbital injuries before definitive treatment.
We disagree that patients with orbital blowout fractures "should be referred to an ophthalmic department." The most appropriate initial path of referral is to a maxillofacial surgery department. Most maxillofacial surgeons have experience of managing orbitozygomatic injuries. 5 Comprehensive ophthalmic and orthoptic assessments are, however, necessary before planned surgical exploration of the orbit.
No matter its limitations, the rapid response section of bmj.com is one of the most important and live mediums for open and free discussion among authors and readers.
Authors, like everyone else, do not wish to be criticised for their work or conclusions, and their first response is to defend themselves. Often the concern raised by the reader is not answered in their replies. No one wants to be criticised, but we all make mistakes. A reasonable and unbiased critique-positive or negative-is important in enhancing scientific knowledge and developments and improving general wellbeing. Authors should not take such critiques personally and respond defensively.
Authors' replies in the paper journal are also often defensive and do not address the concern raised. Like rapid responses, they seem not to be reviewed by the editorial team to check whether the question raised by the reader has been answered.
In journals that do not have such an open system of responding, most letters to the editor are not accepted because of lack of space. Such journals fail an important element of enhancing scientific knowledge: appropriate discussion among readers and authors.
Most studies or randomised controlled trials are supported by the pharmaceutical industry with its own agenda. Articles are often written by medical authors hired by the industry and are stamped by someone well known, who is often the chief investigator but has no time to fully review the minor details of the publication. The review process may be just a short screen of the paper by the journal's editors and a couple of reviewers. This does not guarantee that all mistakes in and deficiencies of the paper have been dealt with. In such instances, an open discussion and the opinions of readers in the same or different disciplines are important, even if the points made come from experience and are not evidence based or seem like neat hypothesis. Absence of evidence does not mean that the statement or explanation is incorrect.
Malvinder S Parmar medical director (internal medicine)
Timmins and District Hospital, Timmins, ON, Canada P4N 8R1 atbeat@ntl.sympatico.ca
